Curriculum re-design in entry to practice nursing degrees requires a rigorous and multifaceted approach to align the needs of students, professional and industry stakeholders, community needs, the faculty's vision and university and regulator requirements. This paper relates the initial steps in the process taken to achieve this re-design in one Australian university's Bachelor of Nursing program, and describes our experiences in two parts. The first part outlines the context in which the need for curriculum renewal was triggered and the ensuing processes undertaken in the development of our new course aim, course outcomes and graduate attributes. The second part discusses how undertaking these activities then came to influence the adoption of Complexity Thinking in the design of our conceptual model, which then guided our program structure and overarching learning and teaching approaches. We share these experiences to illustrate the steps we undertook on this journey, to outline and example the program we created, and to continue the scholarly discussions around the design of baccalaureate nursing program structures, especially those that implement pedagogies inspired by the concepts related to Complexity Theory. The choice of complexity thinking as a guiding theory was key in providing the lens through which we were inspired to graduate nurses with the skills to provide care in complex situations and value the learning that comes through uncertainty, reflection, adaptation and emergence.
INTRODUCTION
Nurses work in increasingly varied and complex environments creating significant challenges for educators when designing and delivering entry to practice curricula. This is particularly so as nursing faculties worldwide continually strive to introduce contemporary pedagogies that deliver the course and learning outcomes that will meet not only the evolving needs of their students, but also those of the community, industry, university and accrediting bodies. This is by no means a new challenge as faculties have long engaged in the process of continuous review and change to ensure on-going rigor and quality of their programs. However at certain points in the life of a curriculum something more than incremental change is necessary to ensure a whole of program approach to meeting those outcomes, and as a result renewal and re-design of that curriculum is required. The realization of this need occurred for our faculty over time as we collected feedback from students, academics, consumers and industry during the life of the then curriculum. As a result of that feedback it was deemed important for us to work together to develop a more contemporary conceptual model that could influence and give voice to a program that would allow the expression of what we believed it was that our students needed to be able to achieve upon graduation. This paper shares with readers our experiences in two parts. The first part outlines the context in which the need for curriculum renewal was triggered and the ensuing processes undertaken in the development of our new course aim, course outcomes and graduate attributes. The second part discusses how undertaking these activities then came to influence the adoption of Complexity Thinking [1] in the design of our conceptual model, which then guided our program structure and learning and teaching approaches. We share these experiences to illustrate the steps we undertook on this journey, to outline and example the program we created, and to continue the scholarly discussions around design of baccalaureate nursing program structures, [2, 3] especially those associated pedagogies inspired by the concepts related to Complexity Theory. [4] Although couched within an Australian setting we believe there will be many commonalties with nursing education providers in other countries where faculties are seeking to renew their curricula to meet healthcare needs in what has become a very complex and challenging world in which to provide nursing care.
CURRICULUM RE-DESIGN PROCESSES
A range of considerations drive the content and teaching and learning aspects of curricula in entry to practice nursing programs. These include but are not limited to: political, social, environmental and economic factors, as well as technological and theoretical advances and professional and industry expectations. [5, 6] Layered within these considerations is the need to ensure the provision of outcomes related to quality care and safety, and healthcare reform, [7] all delivered through innovative and contemporary pedagogies. In Australia, and many other countries, these outcomes are assured through university and professional accreditation processes undertaken by an independent accreditation council or body. [8] Accreditation not only ensures programs meet a recognized standard but also provide impetus for education providers to review and revise their programs on a regular basis. It was in preparation for our most recent accreditation review that our faculty determined that if we were to ensure a holistic approach to contemporary program delivery and outcomes, incremental quality improvements had now reached their limit and a re-design of the curriculum was required.
The re-design process to be outlined was led by a project team comprised of members leading, and teaching into, the existing Bachelor of Nursing program. The project team consisted of the discipline head and then associate dean of learning & teaching (CF), the then program academic chair (CB), the simulated learning lead (PA) and a course lecturer (SB), all of whom had been involved in the existing program over a number of years. This make-up ensured a diversity of skills and a broad representation of expertise in key content and policy areas and was complemented by ongoing consultation with relevant teaching staff (faculty) and community and institutional stakeholders, at all major steps in the re-design. Curriculum renewal has been described by Lachiver and Tardif [9] as requiring a number of steps to ensure a robust and comprehensive design process. These steps include: analysis of the current offerings and context; formulation of key program aims; prioritization of resources and development strategies; implementation of the targeted curricula change; and establishment of monitoring tools and processes. This paper reports specifically on the stages related to contextual analysis, formulation of key aims and outcomes and prioritization of development strategies and approaches. The first step, contextual analysis, involved an examination of the contextual factors influencing contemporary professional and community expectations of graduates followed by a decision on how these expectations should be reflected. This step resulted in the development of a new course aim, learning outcomes and graduate attributes, which then influenced the choice of a theoretical framework to guide how the re-design was conceptualized and implemented. The resulting conceptual model was viewed as fundamental in providing a lens to the pedagogical approaches and teaching strategies that could best achieve the program aim, course outcomes and graduate attributes. As the development phase progressed, course content and assessments were then scaffolded in such a way that best met the wide range of complex demands being considered.
A working curriculum document was formulated prior to the implementation stage to record the process and the outcomes. This document enabled the display of a coherent representation of how course aims, conceptual framework and desired outcomes were inexorably linked to the final structure and quality of the education program to be adopted. This design process was an iterative one and continues, even during implementation, as a result of ongoing evaluation. These initial steps in our journey proved to be essential in providing the basis on which successful implementation could occur, and are now described in more detail.
derstanding of the healthcare environments our graduating students would engage with.
Stakeholder buy-in
Stakeholders included current students, graduates, academics teaching into the existing program, health consumers, collaborators and a university curriculum expert. Consumers and collaborators consisted of representatives from local private and public health care facilities and consumer groups, and clinical education providers across the spectrum of acute care, community health, Indigenous health and aged care. Feedback was sought by the project team through a variety of means including surveys, focus groups and individual meetings. A brief summary of the main strengths of the existing program and key suggestions for change are presented in Table 1 . This feedback then contributed to the direction of a series of curriculum planning meetings between the project team and faculty to outline a plan as how best to incorporate the suggestions for change into the revision of the program. Encourage enthusiasm for the lesser "rock star" status areas such as aged care. Provide skills to increase confidence on graduation. Provide skills for competent management of complex and changing situations. Encourage more realistic expectations related to job placements on graduation (i.e., not everyone can work in A&E). Implement more even spread of 3rd year clinical placements.
Health and professional influences
Stakeholder feedback was complemented by an extensive literature review. The literature sought related to responding and being accountable to international professional expectations, university and professional governance and accreditation requirements, current national and local health priorities, health reform and health workforce needs. This examination, in conjunction with stakeholder feedback guided the direction for the new curriculum's content and subsequent development of the overarching course aim.
One of the major influences identified from the review of the literature was the health challenges facing our local communities. These challenges are identified by the Council of Australian Governments (CoAG) [11] and are not dissimilar to the challenges being experienced by developed countries globally. [12] They include an aging population, high levels of chronic disease, an increasingly dispersed population with a number of localities of higher than average socio economic disadvantage, an aging workforce, workforce shortages and a high Indigenous population with significantly poorer health outcomes than the general population. On a national level, there are also a number of Health Priority Areas that have been identified within the framework of Australia's National Chronic Disease Strategy. [13] As a result, it was clear that in preparing future graduates to address both local and national challenges, these content areas would need emphasis in the new curriculum.
Other literature of interest comprised key position statements, national reports and professional standards. Examples of these included, from an international perspective, the International Council of Nurses' (ICN) position statements in relation to nursing roles, the nursing profession, socioeconomic welfare of nurses, health care systems and social issues. Nationally, the curriculum drew on the Nursing and Midwifery Board of Australia (NMBA) policies, codes and guidelines, specifically those related to the registered nurse, such as our national Registered Nurse Standards for Practice, [14] as well as the National Safety and Quality Health Service (NSQHS) standards [7] and relevant national and state legislation.
Local university considerations
Any university program also needs to accord with the overall vision, priorities and educational principles of their university. Our university's overarching values and the core priorities supporting these values, along with curriculum policy and guidelines on the core characteristics, curriculum elements and structures of undergraduate degrees formed the scaffolding for the structural aspects of the program re-design. [15] The core characteristics and elements required that degrees incorporate foundational skills for transition to university, evidence based major units increasing in depth and sophistication across the three years, alongside a sequence of interdisciplinary breadth and research studies. Therefore it was essential that these principles, combined with the contextual factors identified, formed the guiding basis of the structural aspect of our intended curriculum.
DEVELOPMENT OF A COURSE AIM,
OUTCOMES AND GRADUATE NURSE ATTRIBUTES
Course aim
Construction of the course aim emerged following an indepth examination of all aforementioned contextual considerations. An iterative process was undertaken where ideas were discussed amongst stakeholder focus groups and academic curriculum working parties and once all contributors expressed approval, the course aim for the re-designed Bachelor of Nursing program was decided upon as in Figure 1 . 
Graduate nurse attributes
Once the course aim was agreed to it was then important to identify graduate nurse attributes and course level learning outcomes. The learning outcomes and attributes were developed in tandem, also using an iterative process that included brainstorming meetings with academics and facilitators from our university centre for teaching and learning. More specifically, the graduate nurse attributes were developed by distinguishing those considered specific to Nursing but not currently identified within the university graduate attributes; [16] and then the two were rationalized and combined. Nine graduate nurse attributes emerged (see Figure 1 ).
Course outcomes
A range of considerations influenced the development of the course outcomes. The University's curriculum principles provided the structural framework [15] and the final learning outcomes were informed by, adapted from, and mapped to our national nursing board's Standards for Practice [14] with alignment to our new Graduate Nurse Attributes. Our course outcomes were designed to define the knowledge, skills and applications that could be expected from a graduate of our new curriculum, and were primarily guided by our national Standards for Practice [14] and the need for graduate nurses to be able to: think critically, reflect and adapt to changing knowledge through life long learning; practice nursing within a legislative, professional and ethical framework; provide safe, therapeutic and culturally responsive nursing care in collaboration with other health professionals, and adopt personal, professional and social responsibility for their nursing practice. A visual representation of the relationships between the course aim, the course outcomes and the graduate attributes is given in Figure 1 .
DEVELOPING A GUIDING CONCEPTUAL
MODEL Once the course aim, course outcomes and graduate nurse attributes had been identified by faculty the next step was to either adopt or design a framework that would reflect these concepts and assist to guide the content structure and pedagogical approaches of the new curriculum. It was the contextual analysis and development of the course outcomes and graduate attributes that highlighted for faculty the complex array of factors that required consideration in the development of a new program. This, combined with the ever increasing complexity of the role of the nurse and their need to be continually adapting to changes in those complexities, led us to explore Complexity Theory to assist with the conceptualization and design of the new curriculum. [17] 5.1 Complexity theory and its application to health and education It is now more than 15 years since the challenges related to the complexity of health care provision were discussed in a series of four papers published in the British Medical Journal. [18] [19] [20] [21] It was concluded in the introductory article by Plesk & Greenhalgh [18] that "to cope with [escalating complexity] we must abandon linear models, accept unpredictability, respect (and utilise) autonomy and creativity, and respond flexibly to emerging patterns and opportunities" (p.628). In the intervening years since these publications similar commentary and discussions began to emerge in the form of edited works such as Lindberg, Nash and Lindberg's 2008 'On the Edge: Nursing in the Age of Complexity' [22] and in the discipline of education: Doll and colleague's 2005 and revised 2008 'Chaos, Complexity, Curriculum and Culture', [23] and Mason's 2008 'Complexity Theory and the Philosophy of Education'. [1] These and other conversations ignited some opposition to the use of what was argued to be the misguided appropriation and psychologising of complexity theory in its application to health care. [24, 25] Despite this opposition the concepts and metaphors drawn from this theory clearly continue to help people to make sense of the healthcare environment in which they work and inspire them to think creatively about approaches to managing the complex problems they encounter. [18] This can be seen in a range of areas where 'complexity thinking' continues to inspire change and innovation in curricula across a variety of health disciplines such as, for example, medicine, [26] healthcare management, [27] dentistry, [28] sports science, [29] interprofessional practice [30] and nursing. [31] Complexity Theory has been proposed as "a natural framework for nursing educators and nurse leaders to use in . . . solving complex, unpredictable problems in highly complex organizations and evolving health care systems" [32] (p.137). The evolution of complexity theory is in itself multifaceted with broad reaching links to general systems theory, cybernetics, system dynamics [33] and chaos theory. [34] Complexity theory challenges previously accepted beliefs that reductionism and linear models of cause and outcome, which are associated with a sense of order and structure and have a predictable result, are either the only, or the best way, to find solutions to problems. "Complexity theory invites us to consider the interrelationships of the emotional, psychological, spiritual, cultural, social, and other patterns influencing each being's reality at any given point in time"; [34] and in doing so acknowledges that the results of these inter-relationships are not always predictable. Even within a complex macrosystem such as Nursing, which has a recognized focus and associated processes, there are many microsystems with varied and changing components that dynamically interact in different ways. These interactions continue to evolve over time and even small changes within a system may easily result in unpredictable and disordered outcomes. Complexity theory recognizes this eventuality and proposes that elements (and people) within any system will interact and adapt to those interactions, and their outcomes, through a complex adaptive system that enables the attainment of a specific goal. [1] Broadly, in nursing that goal is the "caring support of a client with health care needs". [34] This goal can be achieved in many and varied ways depending on the inter-relationships between, client, family, community, health professionals and the health care system. Consequently it is the conceptual underpinnings generated by considering responses to complexity that enable us to recognize how emergent learning and adaptation by all system elements in a changing environment is important to achieve a desired health related goal.
"We can understand many parts of the universe in (reductionist) ways but the larger and more intricately related phenomena can only be understood by principles and patterns-not in detail. Complexity deals with the nature of emergence, innovation, learning and adaptation" [35] (p.294)
Nursing in a complex world
The notion of complex adaptive systems and emergent learning has significant application in nursing and nurse education contexts, particularly where the importance of holistic nursing and being responsive, or adaptive, to changing situations is well recognized. Further to this, Morrison, [17] in relation to education philosophy, suggests the human mind is itself a complex adaptive system challenging the oft-accepted approach that the mind is an empty vessel primed to receive whatever knowledge might be poured into it. In recognition of the concepts underlying complexity theory and complex adaptive systems we established that out curriculum framework should be guided by an overarching concept that would assist students to recognize and be constantly reminded of the context of change, unpredictability and complexity, and thus we settled on the label Nursing in a Complex World. Within this overarching concept we brought together a number of other contextual elements, previously discussed, to assist in forming the conceptual model for our curriculum.
Central to our model is that specific characteristic that embodies the goal that as nurses we strive to attain, and that is the Caring, Therapeutic Relationship. As a faculty we believed it was essential to write a curriculum that has the capacity to support nursing students to prepare for the many complex contextual components they will encounter and the varied outcomes that can result when trying to build that relationship. Following discussion within working groups the Nursing faculty felt these components were best represented by the program content domains of: People in Health and Illness and Holistic Evidence Based Nursing Care. The intersect created by the learning that occurs in these specific domains facilitates the building of the central element or goal, which is the Caring Therapeutic Relationship (see Figure 2 ). The contextual complexities in which nursing students learn about these domains, and in which graduate nurses practice, include a range of personal and environmental factors. Rather than represent each of the factors within nested systems in the model we have combined the concepts that reflect these factors and identified them graphically within the circles that influence the content domains of our nursing curriculum (see Figure 2 ). These are the boundaries imposed or influenced by university, environment, health care systems, political climate, professional governance, community and culture, and worldview, and these factors form the outer circle in the framework. This outer circle, or environment, provides context within which the curriculum will facilitate the program's desired graduate nurse attributes. These attributes are contained within the adjacent circle and include knowledge and life-long learning, critical thinking, ethical and cultural responsiveness, leadership, professionalism, advocacy, communication and collaboration, resilience and adaptability, and empathy and compassion. Environmental contextual factors and the graduate nurse attributes strongly influence the development of the content within the curriculum's content domains of People in Health and Illness and Holistic Evidence Based Nursing Care, providing a structural framework where adaptation and emergence can occur in relation to both learning and teaching. Using our newly designed conceptual model we then sought a pedagogical approach that would generate the desired outcomes from our new curriculum 6. ADOPTING COMPLEXITY ORIENTED PEDAGOGICAL APPROACHES Numerous pedagogical approaches exist, grounded in a range of educational theories such as behaviouralism [36] and more recently androgogy, [37] constructivism, [38] student centered learning [39] and reflective practice; [40] and there is merit in adopting all or any according to the outcomes being sought. However we felt it was important in our re-design to adopt a teaching approach that would align to our conceptual model and provide consistency in (and underpin) our desire to develop in students the ability to interact, reflect, learn and adapt, no matter what the context they found themselves in. Adopting a complexity oriented learning approach was seen by us as providing the capacity to recognize the value of all of the aforementioned pedagogies whilst also considering the basic tenets of "change, evolution, adaption and development" achieved through our relationships with others and the external world [17] (p. 19) . Relationships with students are the key, and teachers are described as needing to:
"Move from the role as an expert and transmitter to a facilitator, co-learner and co-constructor of meaning, enabling learners to connect new knowledge to existing knowledge. Learners for their part have to be prepared to exercise autonomy, responsibility, ownership, self direction and reflection. . . the curriculum and learning bind cool reflection with passion and humanity. . . in complexity theory, learning becomes a joint voyage of exploration, not simply of recycling given knowledge". [17] With this in mind we sought an overarching pedagogy that would reflect the complexity approach to learning, and emphasize the relationships between learner and teacher, learner and knowledge, and between knowledge and knowledge development, thus providing opportunities for graduates to learn the skills necessary to continually interact with, reflect on, and adapt to, complex and changing situations and workplaces. This aim led us to adopt a focus on case based inquiry supported by a simulated learning environment and work integrated learning embedded across our content domains of People in Health and Illness and Holistic Evidence Based Nursing Care.
Adapting to complexity through case based inquiry
Case based inquiry (CBI) is similar to the more commonly known problem based learning (PBL) except that CBI differs in so much as it requires students to have a certain amount of knowledge that assists and guides them in solving the problem at hand, whilst also encouraging students to develop a collaborative team based approach to their learning. [41] By using industry relevant case studies, this form of teaching provides students with the opportunity to consolidate their critical thinking skills and confidence, whilst developing knowledge and clinical skills in a collaborative environment to assist in their transition to clinical practice. CBI aims to prepare students for clinical practice by linking theory with practice and by encouraging students to apply their knowledge in authentic case studies. [42] By its nature, complexity theory asks us to view nursing care as a dynamic and multifaceted process that requires a nurse to have the skills to anticipate, analyze, interact and adapt within a variety of complex systems. [32] CBI provides a process through which we can effectively prepare our nursing students to meet this challenge. This pedagogical approach moves the student from knowledge retention to the application of knowledge, which allows them to assign meaning to each case study. [43] Students are guided through the inquiry process to meet both predefined and individually constructed learning outcomes to consolidate the integration of theoretical knowledge into holistic practice. CBI in nursing reflects many of the key aspects of a complexity based pedagogy, as can be seen by the following description, which also has many shared concepts with those outlined above by Morrison, [17] when he discusses the roles of teachers and learners as seen through the eyes of complexity theory. "(CBI is) an orientation towards learning that is flexible and open and draws upon the varied skills and resources of faculty and students. Faculty are co-learners who guide and facilitate the student-driven learning experience to achieve the goals of nursing practice. This includes an inter-disciplinary approach to learning and problem-solving, critical thinking and assumption of responsibility by students for their own learning." [44] (p.146) Subsequently, all case inquiries embedded across the program have been planned to begin with a question that allows students to explore the intertwining domains of the individual, society, disease and wellbeing, within a nursing context. [45] Students undertake this inquiry within groups where they are provided the freedom, over several weeks, to plan their own learning, whilst also having to adapt to working alongside other group members with the aim of reaching a common goal through self organization; the goal being a therapeutic caring relationship with the person who is the subject of their case. In our new program the beginning knowledge and resources that enable students to explore the cases is provided in both their foundation year and in associated theoretical and skills' units scaffolded through the second and third years of the degree. This use of CBI as a pedagogical underpinning was planned so as to encourage students to experience complexity and uncertainty within the cases they explored and within the adaptive relationships they developed with their fellow students as they worked alongside one another to achieve their goal, and where there could potentially be a diversity of solutions that could then be shared amongst groups. We felt this fitted in well with Mitchell and colleague's [4] description of complexity based curricula activities, which are designed to: "enable students to be directors of their own learning paths within the confines of relevant course concepts; [allow them to] benefit from a diversity of views and the plurality of truths, and to invite learning in community through dialogue, an inquiry of difference and critical thinking" (p.34). The emergent learning that can potentially occur from this process married well with the program's conceptual model and the increasingly complex nature of health care demands and patient interactions that future nursing students and graduates will be presented with once they apply their learning in the workplace.
Adapting to complexity through simulation and workplace integrated learning (WIL)
The consolidation and application of learning through workplace clinical practice is both the cornerstone and the capstone of all pre-registration nursing programs. It provides the strongest opportunity for students to experience authentic and integrative learning in an interdisciplinary and complex environment and is consistently the area that students commented on as being the most valuable in our then unit and course evaluations. Despite this, it has been recognized for some time that the already over burdened health system's capacity to fulfill student placements is facing a crisis, [46] at least within our country, with demand for student clinical placements growing from 2011 to 2012 by 8.4%, or 2.7 million hours. [47] Added to this pressure is the argument as to whether time spent or outcomes achieved should be the guiding principal and if time spent, as is currently the case, dominates then there is the uncertainty as to what the ideal number of workplace learning hours is to graduate work ready nurses. Our accrediting body sets the minimum number of workplace learning hours at 800. We adopted this recommendation for our new program, however we also sought to supplement this with another 240 hours of specific learning opportunities within simulated learning environments. We planned these opportunities to extend further the students' experiences of self organization, adaptation and emergent learning they had begun to experience through their case based inquiries; thus optimizing the quality of the student's subsequent workplace experience. [48, 49] The use of simulation as a learning strategy within nursing curricula is widespread due to its capacity to create opportunities for students to be exposed to the complex requirements of clinical events without harm to patients and clients. In doing this, simulation has the capacity to bridge the theory practice gap, improve problem-solving abilities, as well as develop psychomotor and technical skills and improve confidence. [50] In addition, simulated learning environments can be manipulated to present situations to the student that address specific learning objectives contributing to the knowledge, skills, safety and confidence of students. [51] In order to develop authentic simulation learning activities, the simulation team collaborated with other faculty members, registered nurses employed in the healthcare system, healthcare facilities and clinical nurse facilitators (who supervise student nurses whilst on clinical practice). In this way relevant and reliable scenarios can be created to maximize the effect of the simulated learning environment to support the case based inquiries. Creating realism enhances the learning experience and this is achieved through thoughtful development of the simulation scenarios and then ensuring there is the capacity and specialized resources to deliver them.
The re-design of the curriculum enabled an extension of the role simulation played in the preparation of our students for work placements, ensuring it was integrated within the case based inquiries and also embedded in the placement units in ways that created the opportunities needed for students to adapt to the complex and unpredictable environments they might find themselves working in. The practical application of these opportunities were built into the design of the course structure and the re-design meant the resources required could be planned for.
RE-DESIGNING THE COURSE STRUCTURE
Having established our course aim, outcomes, conceptual model and supporting pedagogical framework we were now ready to develop the course structure and content within the confines of the university's prescribed elements. Content was sequenced based on a broadening of knowledge in the first two and half years where foundations in health and professional practice in first year laid the groundwork for complexities in health and illness and holistic nursing practice in years two and three. There could then be a deepening of knowledge in the capstone semester as students transitioned to graduates. This scaffolding of content occurs within the overarching concept of Nursing in a Complex World and the two Domains of People in Health and Illness and Holistic Nursing Practice, as is reflected in our conceptual model (see Figure 2 ). When examining how the content should be delivered within these domains it was clear that the increasing number of complex health issues and the weighting required to be given to a wide range of health priorities meant that topic or silo type units would not facilitate the outcomes we expected, nor fit with our conceptual approach. [52] As a result, priority areas have been threaded, often in the form of modules, through a number of units over subsequent semesters and years. The initial theory of a topic area is most commonly introduced in units addressing health over the lifespan (Year 1) and then extended and applied in cases within the second and third year acute and community CBI units. One example of this change was our move away from a silo'd content type 'mental health unit' to where the subject is now first introduced during first year in a broad health and human behaviour unit. This foundation is then followed by a module addressing pathophysiology and pharmacology related to mental health conditions in the second year lifespan unit; which, as students' abilities to handle more complex concepts increases, is then further examined through case inquiries and simulations in both acute hospital and community contexts over both semesters in second and third year.
The faculty was keen to ensure simulation, in its many forms, was the linchpin for the application of theory to practice, and as such played a key role in the preparation of students for the complex and often unpredictable workplace environment. To that end, simulation was embedded across the two content domains' theory units and within the clinical placement units. Simulated learning was introduced in the theory units in a stepped format from the first year (see Figure 3) , where initially opportunities for students to develop essential professional behaviors and psychomotor and communication skills are provided. This beginning offers a strong grounding prior to students undertaking the more complex low and high fidelity simulations in the CBI units, which are delivered across second and third year. The case studies that form the basis for the CBI units are specially designed "individual and family situations" developed to challenge students with a range of nursing problems embedded in simulated real life cases. This is aimed at encouraging students to develop awareness, expertise and confidence in the holistic care of patients and families within changing, uncertain and complex environments. These scenarios were then also carried across into the simulation component of the workplace units. Work Integrated Learning (WIL) units (total 800 hours) were scaffolded across the years to support the major conceptual content domains, complement the case based inquiry units and provide increasing depth of application and competency. Each work integrated learning unit contains an additional period (total 240 hours) of pre-clinical practice placement simulation, specific to the student's clinical placement. During these sessions, students participate in simulated learning scenarios directly applicable to their proposed work placement. For example, if a student is scheduled to attend a mental health clinical placement, the student will complete a pre practicum simulation focused on the mental health needs of the patient/client and the skills required by the student nurse to provide holistic care, no matter the context in which that care may need to be provided. Pre-clinical simulation learning was also augmented by guided reflections completed by students during placement along with attendance at post placement de-briefings. The reflections and post placement de-briefings are conducted by Registered Nurses who supervise students on placement, in conjunction with faculty, providing an opportunity for us to explore the student experience and learnings from the WIL units. Setting aside specific hours in the course structure for this form of preparation, along with the use of clinical practice reflections and post placement debriefings, is seen as providing the opportunities the students need to optimize their experiences whilst on placement. [53] The coming together of the final structure and guiding pedagogies for the new curriculum marked for faculty the results of a shared vision brought to fruition through a series of steps, each one carefully planned to inform the next. As a result we felt confident that we could now continue on to the next important stage of preparing for implementation.
BEYOND FIRST STEPS: PREPARATION FOR IMPLEMENTATION AND ASSURANCE

OF LEARNING
While the focus of this paper has been to share the processes and outcomes of the first steps taken in the re-design of our curriculum these beginnings only lay the basis for the work that is to come. That work is now briefly described as an indication of the processes needed to follow through to effect implementation and assurance of learning of the new program. Having developed the aim, outcomes, conceptual model and structure of the degree, expressions of interest were then requested from faculty for unit writers, subject masters and year coordinators to join together to write the units' content for the course with support from the project and simulation teams. This ensured that the shared vision that had occurred in the initial stages of the curriculum redesign continued to be reflected in the content to be delivered during the implementation stage.
During unit development, indicative content was identified and mapped between units throughout the course and against the existing course to ensure constructive alignment. [54] This allowed appropriate distribution of content, development of concepts and levels of complexity to be tailored to unit and course learning outcomes. Indicative content, using key words and concepts, were mapped to Australia's Nursing Competency Assessment Schedule (NCAS), [55] our National Safety and Quality Health Service (NSQHS), [7] and our Registered Nurse Standards for Practice. [8] This process ensures unit content is reflective of professional and industry standards, and any deficient areas can then be identified, reviewed and amended accordingly.
When content was finalized, assessment for learning activities were developed using university policy and guidelines and an assessment guide for unit coordinators was formulated based on Bloom's revised taxonomy. [56] This process was undertaken to ensure assessments complemented one another across units in any given semester and that students were incrementally encouraged to develop their critical thinking and communication skills over the three years of the pro-gram. Unit summaries identified how each unit assessment component is then mapped back to unit learning outcomes. The mapping across course content, learning outcomes, assessments, graduate attributes and professional standards within and between units, and across semesters and years allows a clear picture to be formed of how all outcomes will be met. [57] The visualization afforded by mapping also ensures no content areas had been missed, and that individual content areas can be easily located, verified and amended when updating is required, whilst also providing evidence of constructive alignment. Implementation must be accompanied by evaluation and assurance of learning to ensure the planned outcomes of the program are being met. Currently the program is in its second year of implementation and we are adapting our program evaluation from the five dimensions suggested by Dane & Schneider. [58] These dimensions include measurement of: how closely actual implementation of the program matches our vision and goals; the quality of the program delivered; the logistics and resource viability of delivering the program as envisioned; student's engagement and satisfaction; the unique contributions it makes to the course outcomes; and the success of the program and subsequent satisfaction of the varying stakeholders. We believe this will result in an environment of iterative, ongoing continuous improvement and stakeholder involvement aimed at closing the evaluation loop and we are confident that our graduates will be well prepared to practice in the ever-changing complex world of nursing
CONCLUSION
Designing and implementing a new curriculum carries with it a degree of risk and uncertainty, sometimes requiring an associated leap of faith by faculty. Once the decision to make that leap is taken it requires a rigorous multifaceted approach to align the needs of students, professional and industry stakeholders, university and regulator requirements and community, with faculty's vision for student learning outcomes. We believe that in attending to the processes required to develop a course aim, outcomes and conceptual model to guide the pedagogical underpinnings and structure of our new course, we laid essential groundwork in bringing together a teaching team who were able to create an innovative, relevant and rich offering for our students. The choice of complexity thinking as a guiding theory was key to this groundwork and provided the lens through which we were inspired to graduate nurses with the skills to provide care in complex situations and value the learning that comes through uncertainty, reflection, adaptation and emergence.
